T he Romanow report noted that, although Canada has one of the world's best health care systems, there is a huge disparity of services between those living in urban areas and those residing in smaller or more remote areas of the country. Moreover, the report argued that geography has become a determinant of the level of health care, because these communities struggle to attract and retain health care professionals (1) . Further, Strasser noted that, internationally, access to care is the number one rural health issue (2) . Proposed solutions encompass a wide range of tactics, from recruitment campaigns, financial incentives, and early rural exposure to changes in both academic and social policies (3) (4) (5) (6) (7) (8) (9) .
In 1996, Ontario called for greater attention to rural and northern training exposure during medical school and residency (10) . The creation of the MOHLTC UAP also led to a source of support for northern and rural clinical service and education, particularly outreach consultation from larger centres to underserved areas. Finally, in the 1980s and 1990s, several university-and community-based organizations were created to support and encourage northern and rural education. This included the ECP at the University of Western Ontario, the Northern Ontario Francophone Psychiatric Program at the University of Ottawa, NOMP, NOMEC, and the Rural Ontario Medical Program.
In 1995, the University of Toronto established its own psychiatric outreach program to provide clinical consultation and education to underserviced areas. In the first phase, between 1995 and 2001, UTPOP also created opportunities for residents to participate in outreach consultation clinics. In a second phase, launched in 2001, UTPOP expanded its program to give residents living in northern sites the opportunity to complete long-term core rotations in their home communities. This paper investigates those who graduated from the University of Toronto Department of Psychiatry between January 1990 and June 2002 (the first phase of the program only) to assess where they located and whether such factors as age, sex, and place of birth influenced their decision. Second, we assessed what factors discriminate those who were active in outreach as a resident and those who are still active in outreach consultation.
Method
We distributed self-administered questionnaires to all psychiatrists who graduated from the University of Toronto between January 1990 and June 2002. In total, our sampling frame comprised 314 graduates who were listed on the College of Physicians and Surgeons of Ontario Web site (11) or in the Annual Canadian Medical Directory (12) . Between October and December of 2002, we mailed up to 3 questionnaires at monthly intervals. Of the 314 eligible respondents, 14 questionnaires were returned as undeliverable, and 153 respondents provided completed questionnaires (51% response rate). The sample surveyed by this study includes those who had access to UTPOP outreach electives between 1994 and 2002 but does not include those who participated in northern core rotations developed after 2001. The first members of this latter group did not graduate until 2003. This cohort now includes at least 8 residents and will be the subject of a subsequent study.
A self-administration questionnaire was developed on the basis of a literature review of the factors related to the recruitment and retention of health professionals in rural and underserved areas. The final 7-page , 61-item instrument was based on input by consultants and residents who are part of the UTPOP. This project was approved by the joint CAMH University of Toronto Research Ethics Committee.
The 2 key outcomes assessed in this paper include items related to practice location and outreach activities. Determinants of practice location were assessed by the question, "How important were the following factors in your professional environment in determining your choice of your main practice location?" The respondents were asked to rate 20 items (for example, professional challenge and level of interest in the position) as "very important," "important," or "not important." For the second key outcome, outreach activities, we asked those with outreach experience as a resident the question, "How important were the following factors in influencing your decision to do outreach?" Again, the respondents were asked to rate 14 items (for example, high quality of supervision) as "very important," "important," or "not important." Similarly, those currently involved in outreach consultation were asked to rate the importance of 8 items in the question, "How important were the following factors in motivating you to do outreach?" (for example, type of experience offered). In addition, our analysis included age, sex, and region, based on 5 regions derived from the Ontario Learning Disabilities Resource Directory area maps (13) . Some key sample characteristics are shown in Table 1 . As noted, men and women were equally represented in the sample (51% and 49%), and just over one-half the sample (53%) were aged 40 years or under. Regionally, over 97% of respondents resided in Ontario, with 76% in Toronto. Of the remainder, 3.4% (n = 5) practised in Eastern Ontario; only 1 respondent practised in the north. Additional analyses indicated that 80% practised in large urban centres with populations of 300 000 or more, and only 6 (4%) reported that they provided service to populations of less than 10 000. About two-thirds (61%) reported involvement in a single practice location, 27% reported having practices in 2 locations, 8% in 3, and 4% in more than 3 locations. Fourteen percent indicated they practised general psychiatry, 49% practised subspecialties, and 34% reported practising both general and subspecialty psychiatry practice. The most frequently cited subspecialties were child (n = 31), schizophrenia (n = 18), geriatrics (n = 17), forensics (n = 16), mood disorders (n = 14), medical psychiatry and (or) consultation (n = 13), substance abuse (n = 10), and eating disorders (n = 9). Table 1 also provides some comparisons between respondents and nonrespondents for sex, age, and region. There was no significant difference between respondents and nonrespondents for sex. However, the sample tends to overrepresent younger respondents and underrepresent respondents from outside Ontario. Fortunately, among those living in Ontario, the differences between the respondents and nonrespondents was not significant (c 2 = 3.84, df 3; P = 0.280). In sum, the sample appears to have good characteristics, including a response rate that exceeds or is comparable with other physician surveys (14-16), and minimal differences between respondents and nonrespondents on key demographic variables.
Results

Choice of Practice Location
To assess the underlying dimensions of the 20 items related to choice of practice location, we performed exploratory factor analysis for categorical data (17) . An examination of the data suggested the presence of 3 dominant factors: professional, community, and family ties and lifestyle. These 3 factors displayed a meaningful factor structure and had an acceptable goodness-of-fit (root mean square residual = 0.089). In Table  2 , the first 9 items represent the professional domain (eigenvalue = 4.50). As indicated by the factor loadings, the most highly correlated items were work opportunities, patient population, professional challenge, and supervisor influence. Collegial presence and contact, opportunity for advancement, university affiliation, and multidisciplinary opportunities were also moderately important. The next 4 items represent the community and family ties domain (eigenvalue = 3.39). Proximity to extended family, desire to return to hometown, community ties, and children's education are part of this domain. The lifestyle domain (eigenvalue = 1.60) is represented by 3 items: lifestyle, recreational activities, and community size and diversity. The 4 items, level of administrative and psychosocial support provided in the position, autonomy and freedom to run own practice, spousal work, and income did not clearly load on any of the 3 dominant factors. As noted in other studies, Table 2 shows that practice location ratings are not significantly associated with either sex or age. Indeed, of the 20 factors, only 3 showed significant differences. Those aged 40 years and under were more likely to cite personal contacts and influence of supervisors as very important for choosing their practice location, compared with those aged over 40 years (43% and 28%; 30% and 13%, respectively), whereas those aged over 40 years were more likely than younger respondents to cite community ties as a very important factor in choosing practice location (41% and 22%, respectively).
We also assessed whether community size was associated with choice of practice location. Only 2 factors showed any degree of significance. Sixty-four percent of those living in communities over 100 000 rated professional challenge and level of interest in the position as very important, compared with 23% of those in communities with a population of 100 000 or under (c 2 = 8.16, df 1; P = 0.004). Forty-five percent of those in communities with a population over 100 000 listed size and diversity as important, compared with 15% in communities under 100 000 (c 2 = 4.30, df 1; P = 0.038).
Prior Connection to Current Practice Location
We also investigated whether factors such as early community connections or later medical training were associated with current practice location. Unfortunately, owing to a printing error, only 91 questionnaires provided data on this question. Table 3 indicates that few respondents returned or remained in their home communities after graduation. Although less than one-third were born or raised or did their postsecondary education in the community in which they now practise (21% and 32%, respectively), after graduation, almost one-half (52%) remained in proximity to their place of residency.
Factors Associated With Involvement in Outreach
Forty-five percent (n = 69) of respondents indicated they were involved in outreach as a medical student and 44% (n = 68) as a resident; 31% (n = 47) were involved in both. Table 4 shows that the 3 highest-rated motivational factors for those who did outreach as residents focused on types of experience offered. The next 2 factors are related to teaching style and enthusiasm and high quality of the supervisors. The item with the lowest rating, interest in a particular lifestyle (9%), suggests that outreach activities were undertaken for career experiences and not for lifestyle or location reasons. In a question directed at those who did no outreach as a resident, 48% cited university or hospital demands, and 27% reported lack of knowledge and familiarity with rural or underserviced areas as reasons for not participating.
There is an association between year of graduation and participation in rural or northern electives as a resident. Of the 56 respondents who graduated before 1995, 34% participated in resident electives, compared with 55% of those who graduated in 1995 or later (c 2 = 5.85, df 1, P = 0.016). This increase Increased responsibility 12
Opportunity to be assigned own case load with a variety of diagnoses
12
Relevance, autonomy, flexibility 10
Opportunity for exposure to subspecialty 10
Interest in a particular lifestyle 9
Variety in the work routine 51
Positive experiences during residency 40
Commitment to providing a particular type of service 34
Opportunity to take on a variety of cases 17
Commitment to a particular community 17
Financial incentives 18
Opportunities to provide services in a field of specialty 11
Influence of colleagues 14
suggests that the establishment of UTPOP in 1995 allowed more psychiatry residents the opportunity to experience rural medicine. In addition, among respondents who indicated they are currently involved in outreach (n = 37), 78% had rural or remote experience as a resident. Table 4 shows that this same group of respondents rated variety in work routine as the primary factor for doing outreach (51%) and positive role models during residency as the second (40%) for continuing outreach after graduation.
Conversely, 17% (n = 27) of respondents said they did outreach in the past but dropped the program. Although family and professional commitments were cited as the 2 main reasons for stopping, there are some interesting differences between those who stopped doing outreach and those who continued. Among those who went on outreach electives in at least 3 or more years of their 5 years of resident training, 85% are still providing outreach service, compared with only 50% of those who participated for 2 years or less (c 2 = 5.05, df 1; P = 0.025). Table 5 presents a logistic regression predicting current and past involvement in outreach activities. The analysis shows that age, sex, or outreach activities during medical school are not significantly associated with the odds of participating in outreach. The determining predictor is whether they had rural or northern exposure during their residency. This group was 10.2 times as likely as those who did not receive prior outreach residency experience to be currently involved in outreach. These findings did not hold for those who started but discontinued their involvement.
Interpretation
Before discussing the implications of our research, we should note the limitations of the study. First, we cannot rule out the possibility that differences between respondents and nonrespondents may bias our data. Nevertheless, our results are consistent with other research showing that sex and age are not significant predictors in determining a practice location (18) . Second, we limited our study to those who completed their residency at the University of Toronto between January 1990 and June 2002, and we cannot know whether our findings generalize to other programs. Third, our data, based on self-reports of perceived influences on practice location, likely contain unknown measurement error. Fourth, our data are cross-sectional; thus, we are unable to interpret our findings as causal determinants.
Despite these limitations, we believe our findings offer insight into how we might help address the gap in services between the rural or remote and urban areas. Our results suggest that rural exposure during residency may produce a cohort of psychiatrists with the experience to deliver outreach consultations. Today, approximately 50 psychiatrists are part of the University of Toronto's psychiatric outreach fly-in, drive-in programs that provide clinical services, education, and training on a rotating basis to local mental health workers in the north and underserviced areas of the south. The University of Ottawa, The University of Western Ontario, McMaster University, and Queen's University also offer similar services.
However, in the first 5 years of the outreach program, it is evident that simple rural exposure in itself has failed to encourage location of our graduates out of the urban centres. As important as our existing outreach programs are, we need to move beyond this type of model and leverage the results of our data to show that choosing to locate in a less serviced community can be a viable and attractive option.
Our findings suggest that some residents choose not to participate in outreach electives because they are unfamiliar with rural life. Indeed, a study done by the Canadian Psychiatric Association (19) , as well as other studies, indicates that the practice of mental health care is different in rural areas than it is in urban centres and requires specialized training (6, 20, 21) . Including the practice of rural mental health as part of the core curriculum may appeal to psychiatry graduates seeking a change in lifestyle. In addition to early exposure and specialized courses, research also highlights the importance of targeting and training students with strong rural ties as one of the key factors in any long-term recruitment strategy (2, 18, (20) (21) (22) (23) (24) (25) (26) (27) As well, Loschen and others found that psychiatrists often set up practice in communities similar in size to their place of origin (28) . Although our study does not capture the home communities of respondents, our findings suggest that graduates opt to practise where they trained. Positive impact on the number of graduates who choose to practise in underserviced areas may result from decentralizing and allowing residents from these communities the chance to train close to home.
It is for this reason that, in 2001, UTPOP created long-term core rotations in the north and, in cooperation with NOMP and NOMEC, helped develop a dedicated northern stream position. Therefore, while our survey showed little movement of residents from south to north or urban to rural, with the advent of these core rotations, this is starting to change.
In 2003, 2 residents who completed most of their training in the north have chosen to stay. Several more residents have elected to do their core rotations in Thunder Bay, Sault Ste Marie, and North Bay. As well, the establishment of the Northern Ontario School of Medicine and the development of a northern stream position offered through CARMS should also bring more psychiatrists to these underserviced areas.
In summary, addressing the needs of underserviced areas from an educational perspective requires a 3-pronged approach. First, involving residents in outreach consultation appears to be effective in training a cohort of psychiatrists with the experience to continue to deliver outreach once in practice. For many small communities in rural and remote Ontario, this may be the most appropriate form of service. Second, only by creating more long-term, on-site core rotations and rural stream residencies can we expect a portion of our graduating psychiatrists to locate in the underserviced communities. Third, conceptually separating the goals and objectives of outreach consultation education from onsite rural or remote education may help us to develop the most appropriate elements for both of these essential educational programs. Résultats : Les variables professionnelles étaient cotées comme étant les facteurs les plus importants du choix de l'emplacement d'une pratique. Les variables comme l'âge ou le sexe n'étaient pas significativement associées à l'emplacement. Neuf pour cent ont déclaré travailler dans des collectivités de moins de 100 000 personnes, et seulement 1 exerçait dans le Nord de l'Ontario. Dix-huit pour cent exerçaient au même endroit où ils sont nés ou ont grandi; 44 % avaient eu une expérience en région rurale ou nordique comme résident, mais presque exclusivement sous forme de brèves consultations électives par liaison aérienne. Vingt-quatre pour cent ont indiqué fournir des consultations mobiles. Les résidents en psychiatrie qui ont participé à des consultations électives mobiles étaient 10 fois plus susceptibles que ceux qui n'y ont pas participé de poursuivre les consultations mobiles.
Conclusion : Bien que l'exposition précoce à la médecine en milieu rural ou nordique mène à la poursuite de la participation à des activités mobiles après l'obtention du diplôme, nos résultats suggèrent le besoin d'occasions plus nombreuses de formation de résidence sur les lieux, à long terme.
